: SPINE
S ! SPORTS &
INTERVENTEYAL

PAIN WEDICINE Patient Registration

Appointment Date:

| First"Name: - Last Name: DOB: Age:
SexaM___ F__ | Social Security'#: Marital Status; S___ M ___ O___
Address: City: State: Zip:
Home Phone: Cell: | Work:
Email Address: .| €an medical information be emailed to this address: Yes _ No
Employer: Occupation:

F_t-éiartlonsh:p'ﬁ"

Phone Number:

How did you learn about us?  Internet Friend/Family Physician Attorney Other

Please list the name and number of the referral source:

A

Insurance Company:

ran e G

mber:

ID Number: Policy Holder: Policy Holder's

Are these symptoms related to an accident? Yes Na
if Yes, list name of hospital:
Did you go to the hospital? Yes No
, Any XRAYS/MRI's or testing performed?
Were you: Out-patient In Patient,

if yes what type?

Have you seen any doctors for this injury and/or If Yes, Name & Phone Number:

condition? Yes No

Medication Prescribed;

Pharfﬁéi:y: - Phone Number: City:




' ' Injury Questionnaire

Date of Injury: Accident Occurred in:  City: State:

Injury resulted from:  Motor Vehicle Accident Work Accident Other (If other, Please
specify) :

Do you have an attorney representing you for this injury? Yes No

Attorney Firm Name: - Telephone Number:

13 H f .
Did you miss any time from work as a result of the injury? Yes No 1% Date Missed: Date ‘Df Return;

Ensu;énce Company Name: . Insurance Phone Number:
Policy Holder Name: < Claim Representative:
Claim # 7 Policy #

Was the accident reported to the insurance company? Yes No

Was the accident reported to the police? Yes ____No {If yes, provide the front desk with a copy of the police report.)

-

Where you the: Driver Passenger Pedestrian
# of people in-Vehicle: Where was the vehicle hit? Front Rear Driver Side Passenger Side '
Were you working at the time of the accident? Yes No

S i :
Insurance Carrier: Employer Name & Address (at the time of the
accident):
Claim /Carrier Case #:
WCB #:
Claim/Case Manager: . Phone Number;
Was your injury reported to your employer? Yes No

Name & Phone Number of Supervisor Reported to:




PREVIOUS MEDICAL HISTORY Patient Name :

Do you have any medical ilness? Please clircle
Asthma Dlahetes High blood pressure -Hypothyroidism  Hyperthyroidism

Heari disease (what kind) Cancer {what kind)

Other ilthesses:

Pid you have any surgeries or operations In the past? : . nYes oNo
What kind of surgery 7 ‘ Date;
Do you have any FAMILY HISTORY 7 nYes oNo

If 50, please list;

Allergles (please list all known allergies):

Da you take any kind of MEDICATION? tYes alNeo

Name of MEDICATION, STRENGTH and reason for taking:

Doyousmoke? nYes aNo Do you drink aicoholic beverages? oYes oNo Doyouusadrugs? o VYes

Are you pregnant? oYes aNo

If so, how many months?

Have you ever had an INJURY or a PREVIOUS ACCIDENT? nYes oNo

If yes, what body part was injured?

How long ago?

What Is your job title and responsibilities?

What work-related tasks do you have difficulty with because of yaur Injury?

What daily activities are difficult for you to do since the injury/accldent? Circle all that apply.
Sitting Standing Lifting Carrying Bending Walking Going up/down stairs Playing sports

Other:

o Na




Patient's Name:

Date: ) I

Do you have any of these problems due to your injury?

[OChest pain CiShortness of breath  LINight sweals CFever  ClUnintentional welght loss
CCough [Nausea  [Vomiting ClDianrhea  ClConstipation  CIFdih during urination
CiChariges In bowel/bladder hablts  Oiteadaches CiDizziness DNervousness  DAnxiety
Difficulty sleeping: Cidue to Insomnfa O due te pain [Jdue to nightmares
Where Is your pain located?

Nedk  Upperback Lowerback Shoulder Hip Knee Anlde’

( "oy (10 ( 1o { HO { A8 ( 10 (A0

‘Circle your least and greatést pain levels: {Noncﬁ 0T PundnedSrafineTnBul- 10 (Bevere)

NECK, SHOULDERS, and ARMS
Do you have neck paln? {] Yes
If so, doas the pain travel into either shoulder?

I either ARM, do you have! '

CIPaln [ONumbness
_ [IRight Arm
In gither HAND, do you have
OPain CINumbness
ORight Hand
LOW BAGK, LEGS, and FEET
Da yau have back pain?
In alther BUTTOCK, do yau have:
In either LEG, do you have
L1Pain CONumbness
["Right Leg
In elther FOQT, do you have:
' OPFain ONumbriess
- CIRight Foot

J No

[l Yes O No
ORight  Dieft [(Both
OTingling OPins & Needles OWeakness
Clleft Arm O8ath
OTingling  [OPIhs & Needles [Weakness
{Left Hand {(JBoth
{1 Yes No [
Opaln Cinumbness  [Tingling
CIRight  DlLeft OBath
CiTinging  CIPins & Neadles IWeakness
[lleft Leg OBoth
CITingling  [IPins & Needles MWeakness
[Heft Foot {18oth

PLEASE MARK YOUR AREA(S) OF PAIN IN THE FIGURES BELOW.
Right

Left Right

Left




v

Patient Name;
NG MR #: Date of loss:

Spine Sports & Interventional Pain Medicine, P.C.
Brooklyn -
P.0. Box 9315
Garden City, New York 11530
Office: (516) 294-4590 (Option 2)
Facsimile: (978) 313-8477
EMAIL: Liensfax@HealthPlusMgmt.com

MEDICAL LIEN

Attorney Narne:

1 hersby authorize and direct my attorney, to pay directly to SPINE SPORTS & INTERVENTIONAL PAIN MEDICINE,
P.C. such sums as may be due and owing for professional services rendered to me both by reason of this accident and by reason
of any other bills that are due to the provider and to withhold such sums from any settlement of judgment as is necessary to
adequately protect the provider.

I hereby further give a lien to the provider on any proceeds to whick I may become entitled as a result of any seftlement of
judgment in any claim or litigation arising out of the injuries for which I have been treated of injuries in connection therewith,
whether such proceeds are remitted directly to me or to you my attorney.

I fully wnderstand that I am directly responsible to the provider for all professional bills submitted by the provider for services
rendered to me by the provider and that this agreement s made solely for the providers® additional protection and in consideration
of the provider awaiting payment, I further understand that such payment is not contingent on any settlement, judgment or verdict
by which I may eventually recover said fee,

Attorney agrees to notify the doctors immediately of the name and contacting information of any attorney substituted in his or he;
place, .

PRINT PATIENT NAME DATE

SIGNATURE OF PATIENT SIGNATURE OF PARENT/(GUARDIAN

ACENOWLEDGEMENT OF ASSIGNMENT & LIEN BY ATTORNEY

The undersigned being the attomey of record on his own behalf and on behalf of any other attorney or attorneys who ave
assoclated with the undersigned or who are substituted in his stead for the above patient, does hereby agree to observe all the
terms of the above and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately
protect, SPINE SPORTS & INTERVENTIONAL PAIN MEDICINE, P.C.

ATTORNEY’S SIGNATURE DATE

*NOTE TO ATTORNEY*
PLEASE SIGN AND RETURN ONE COPY TO THE PROVIDERS OFFICE; KEEP A COPY FOR YOUR RECORDS.




OCA Official Ferm No.: 960
AUTHORIZATION 'OR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form hins besn approeved by the New York State Department of Health]

Patlent Name Dato of Birth Socia) Securlty Number

Patlent Address

1, ot my authorized representative, request that health information regarding my cars and treatment be released as sef forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portabillty and Accountability Act of 1996
(BIPAA), Iunderstand that:

1. This authorization may include disclosuse of information relating 1o ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV#* RELATED INFORMATION only If I place my inifials on
the appropriafs line ln Hiem 9(a). In the event the health information described below includes any of these types of Information, and 1
Initlal the line on the box in Item 9(a), T specifically suthorize release of such Information fo the person(s) indicated in Xtem 8,

2, If T am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redizolosing such information without my awthorization unless permitied to do 8o under federal or state law, "1
understand that | have the right to request a list of people who may receive or use my BiV-related Information without authorlzation, If
Lexporience discrimination because of the release or dlsclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212} 480.2493 or the New York City Commission of Human Rights at {212) 306-7450. These agencles are
responstble for protecting my rights,

3. 1 have the right to revoke this authorization at any timc by writing to the health cars provider listed below. I undetstand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization,

4, 1 understend thet signing this authorization is voluntary. My freatment, payment, enroliment in a health plan, or eligibility for
benefits will a0t be conditioned upon my authorization of this disclosure,

5. Information disclosed nader this authorization might be redisclosed by the reciplent (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state faw.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU 'TQ DISCUSS MY HEALTH INFORMATION OR MEDICAIL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b,

7. Name and address of health provider or entity to release this Information;

8. Name and address of person{s) or category of person to whom this information will be sent;
Spine Sports & Interventional Pain Medicine 186 Montague Street, 3rd floor, Brooklyn, NY 11201

9(a). Specific Information to be released;
O Medical Record from (insert date) to (insert date)
Ul Entlre Medical Record, including patlent histories, office notes (except psychothetapy notes), test results, radiology studies, fiims,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers,

{ Other: Tnctude: {Indicale by Initialing)
Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Henlth Information HIV-Related Information

{b) C By initialing here T suthorize
Initials Mame of individual heatth care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information; 11, Date or event on which this authorlzation will expire:
1 At request of individual
B Other:

12, If not the patient, name of person sigring form: 13, Authority to sign on behalf of patient;

All items on this form have been completed and my questions about this form have been answered, In addition, T have been provided a
copy of the form,

Date:

Signature of pationt or representative suthorized by law,

% Humse Immuaedeficiency Virus that couses ATDS, The New York State Publle Health Law profects information which reasonably eould
idenfify someone as having HIV symptoms or infection and informatlon regarding a person’s contacis.




OCA Officlal Form No.t 560
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
{This form kas been approved by the New York State Department of Health}

Patient Name Date of Birth Sosla) Security Number

Patient Address

I, or my authorlzed representative, request that healih information regarding my care and treatment he veleused as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:

1. This suthorization may include disclosure of information relating to ALCOHOL snd DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only If I place my initials on
the appropriate line In Item 9(r). In the svent the health information described balow includes auy of these types of information, and ¥
Initlal the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicsted in ltem §,

2, IfT am authorlzing the releass of HIV-related, alcohol or drug treatment, or montal health treptment information, the recipient 1s
prohibited from redisclosing such information without my suthorization unless permitted to do so under federal or staie law, "1
understand that [ have the right to raquest & list of people who may recsive or use my HiV-related Information without authorizatlon, If
I experlence discrimination because of the release or disclosure of HIV-related information, X may contact the New York State Division
of Human Rights st (213} 480-2493 or the New York City Commission of Humsn Rights at (212) 306-7450. These agenoies are
responsible for proteating my rights,

3, I have the right to revoke thls authorlzation at any time by writing to the health care provider listed below. I understand that I may
revoke this suthorlzation except to the exient that action has already been taken based on this suthorlzation,

4, T undetstand that signing this authorization is voluntary, My freatment, payment, enrollment in a health plan, or cligibility for
benefits will not be conditioned upon my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFOCRMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 2 (b),

7. Name and address of health provider or entity to release thls information:

8. Name and address of person(s) ot category of parson to whom this Information wifl be sent:
Spine Sports & Interventional Pain Medicine 186 Montague Street, 3rd floor, Brooklyn, NY 11201

9(a), Specific Information fo be released:
1 Medical Record from (insert date) to (insert date)
O Entlre Medical Record, inoluding patient historles, office notes (except psychotherapy noles), test results, radiology studies, films,
refertals, consults, billing records, insurance records, and records sont {o you by other health care providers,

{1 Other: Include; (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Tnformation
Authorization to Discuss Healih Information HIV-Related Information

{t) Q2 By inltaling here 1 authorize
Initials Name of individual health eare provider
to discuss ray health information with my attorney, or a gavernmental agency, listed here;

{Attorney/Firm Name or Govenunental Agenoy Name)

10. Reason for releass of information: 11, Date or event on which thls autharlzation will expire:
O At request of individual
O Other;

12, 1f not the patient, name of person signing form: 13, Authority to sign on behalf of patient;

All items on this form have bean completed and my questlons about this form have been answered, In addition, T have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law,

* Mymsana Ymmusadeficlency Virns that causes ATDS, The New York State Public Health Law protects information which reasonably could
identify someone as having HEY symptoms or infection snd information regarding a person's contacts,
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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
APPLICATION FOR MOTOR VEHRICLE NO-FAULT BENEFITS

. [nAME, ADDRESS, AND PHONE NUMBER OF INSURER'S
NAME AND ADDRESS OF INSURER CLAIMS REPRESENTATIVE®
DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT]  GLAIM NUMBER

TO ENABLE US TO DETERMINE I YOUR ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW,
PLEASE COMPLETE THIS FORM AND RETURN IT PROMPTLY.

IMPORTANT! 1. TO BE ELIGIBELE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION,
2, YOU MUST SiGN ANY ATTACHED AUTHORIZATION(S),
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE.

NAME AND ADDRESS OF APPLICANT*

1. YOUR NAME 2, PHONE NOS, HOME BUSINESS

3. YOUR ADDRESS 4, DATE OF BIRTH }5. 8OCIAL SECURITY NO,
{NO., STREET, CITY OR TOWN AND ZIP CODE)

6. DATE AND TIME OF ACCIDENT 7. PLACE OF ACCIDENT (STREET), CITY OR TOWHN AND STATE
AM.
P.M.

8. BRIEF DESCRIPTION OF ACCIDENT

9, DESCRIBE YOUR INJURY

10, IDENTITY OF VERICLE YOU OCCUPRIED OR OPERATED AT THE TIME OF THE ACCIDENT:

OWNER'S NAME MAKE YEAR
THIS VEHICLE WAS: ABUS ORSCHOOLBUS, [ JATRUCK[_ ]AN AUTOMOBILE,
OR A MOTORCYCLE

YES NO

11. WERE YOU THE DRIVER OF THE MOTOR VEHICLE?

WERE YOU A PASSENGER IN THE MOTOR VEHICLE?

WERE YOU A PEDESTRIAN?

WERE YOU A MEMBER OF OUR POLICYHOLDER'S HOUSEHOLD?

PC YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONTINUATION ON NEXT PAGE

NYS FORM NF-2 (Rev 1/2004})
Page 1 of 3
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APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAGE TWO

12, WERE YOU TREATED BY A DOCTOR(S) OR OTHER PERSON(S} FURNISHING HEALTH SERVICES?

ves [ no [

IF YES, NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSON(SY:

13, JF YOUR WERE TREATED AT A HOSPITAL(S), WERE YOU AN

out-pATIENT? [ IN-PATIENT? 1

DATE OF ADMISSION;
HOSPITAL'S NAME AND ADDRESS!

14, AMOUNT OF HEALTH 15, WILL YOU HAVE MORE HEALTH 8. AT THE TIME OF YOUR ACCIDENT WERE
BILLS TO DATE: TREATMENT(S)? YOU IN THE COURSE OF YOUR
YES NO EMPLOYMENT?
$ I | | YES NO
1 | I
17. DID YOU LOSE TIME DATE ABSENGE FROM [HAVE YOU RETURNED TG
FROM WORK? WORK BEGAN: WORK?
YES NO YES NO
l | | ] | |
IF YES, DATE RETURNED TO WORK! AMOUNT OF TIME LOST FROM WORK:
T8. WHAT ARE YOUR GROSS AVERAGE [NUMBER OF DAYS YOU WORK NUMBER OF HOURS YOU WORK
WEEKLY EARNINGS? PER WEEK: PER DAY;

18. WERE YOU RECEWING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT?

ves [ no [

20, LIST NAMES AND ADDRESS OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO
ACCIDENT DATE AND GIVE OCGUPATION AND DATES OF EMPLOYMENT:

EMPLOYER AND ADDRESS OCCUPATION FROM TO
EMPLOYER AND ADDRESS OCCUPATION FROM TO
EMPLOYER AND ADDRESS OCCUPATION FROM TO
2T, AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES?
ves [ ] no [

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES.

22, DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR PAYMENTS
UNDER ANY OF THE FOLLOWING:

YES NO
NEW YORK STATE RISABH.ITY? I l |
WORKERS' COMPENSATION? | ] |
CONTINUATION ON NEXT PAGE
NYS FORM NF-2 {Rev 1/2004}

Page20f3




APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS -~ PAGE THREE

THE APPLICANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY
OR INSURER iF SUCH I8 NECESSARY TO PERFECT ITS RIGHTS OF RECOVERY PROVIDED FOR UNDER THE
NO-FAULT LAW,

THIS FORM IS SUBSCRIBED AND AFFIRMED BY THE
APPLICANT AS TRUE UNDER THE PENALTIES OF PERJURY

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY
COMMERGIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,
OR CONGEALS FOR THE PURPOSE OF MISLEADING, INFORMATICN CONCERNING ANY FACT MATERIAL
THERETO, AND ANY PERSON WHO, IN CONNECTION WIiTH SUCH APPLICATION OR CLAIM, KNOWINGLY
MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSFPIRES WITH ANOTHER TO MAKE A FALSE
REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO A LAW
ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY,
COMMITS A FRAUDULENT INSURANGE ACT, WHICH 1S A CRIME, AND SHALL ALSO BE SUBJECT TO ACIVIL
PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE
OR STATED CLAIM FOR EACH VIQLATION.

SIGNATURE DATE

DO NOT DETACH
AUTHORIZATION FOR RELEASE OF WORK AND OTHER LOSS INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY THEREQF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY
HAVE REGARDING MY WAGES, SALARY OR OTHER LOSS WHILE EMPLOYED BY YOU, YOUR ARE AUTHORIZED TO
PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE
INSURANCE REPARATIONS ACT (NO-FAULT LAW).

NAME {(PRINT OR TYPE) SOCIAL SECGURITY NO.,

BIGNATURE DATE

DO NOT DETACH
AUTHORIZATION FOR RELEASE OF HEALTH SERVICE OR TREATMENT INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY
MAVE REGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY
OBTAINED, X-RAYS AND PHYSICAL FINDINGS, DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO PROVIDE
THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANGCE
REPARATIONS ACT (NO-FAULT LAWY},

NAME (PRINT OR TYPE)

SIGNATURE DATE

{IF THE APPLICANT IS A MINOR, PARENT OR GUARDIAN SHALL SIGN AND INDICATE CAPACITY AND RELATIONSHIP).

*LANGUAGE TO BE FILLED IN BY INSURER OR SELF-INSURER.
NYS FORM NF-2 (Rev 1/2004)
Page30f3




NEW YORK MOTOR VEHIGLE NO.FAULT INSURANQGE LAW
VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH BERVIGE
{Thln form 15 pot fof varifiontion of hospital troatment )

NAME AND ADDRESS OF (NSURER OR SELE- ' NAVIE, ADDIRESS, AND PHONE NUMBER OF
INSURHR INSURER'S GLAIME REPRESENTATIVES
DATE PQLIGYHOLDER FOLICY NUMBE_R ) DATE OF ACCIDENT GLAIM NUMBER

Bplne Sports & Interventionial Pain Medicine, PC

PROVIDER'S NAME AND ADDRESS” 186 Montague Streat

Brookiyn, NY 11201

KINDLY GOMPLETE AND SUBHIT THIS FORM A3 800N AS POSSIBLE, PLEASH NOTE, YHIS COMPLETED
FORM MUST 8E SUBMITTED TO THE INSURER ;\s SO0 AG REASONABLY FOSS{BLE BUT NO LATER

N Al DAYS GRABQDAYS T BATME ERENDING Us E 0
ENDORS ey OF THE A YU ARE UNSURE OF THE ARPLIGABLE

ENDORSEMENTIN E
' TIME REQUIREMENT, KINDLY BONTAQT THE GLAIMS REFRESENTATIVY TO DETERMINE WHICH
DEADLING I8 APPLICABLE O THIS CLAIN

IF YOU HAVE PREVIOUSLY SUBMITTED AN EARLIER REPORT ON THIS AQOIDENT, YOU NEET ONLY NOTE ANY
DHANGES FROM THE IFORMATION PREVIOUSLY FURNISHED AND ADDITIONAL CHARGES.

T, PATIENTS NAME AND ADDRESS

2. DATE OF BIRTH |3, 8EX 1, OGCUPATION {IF [SNOWN}

B, SIAGNOSIS AND COMTURRENT GCONDITIONS
Ses Attached Report .
ENT FIRST CONSULT YQUY FOR THIS

T TEN DIP SYMETOMS FIRGT APPEAR? 7. WHEN DID PATIEN
DATE: QONDITION?  DATE:

T TS PATIENT EVER HAL SAME OR SIMILAR CONDITIONT
veg | | NO { ! I YES, atate whan ond deaodbel

55 GONDNION BOLELY A RESULT OF THIS ADTOMORILE AGCITENTT

ves X1 N0 [T F"NO", sxglaln:
" TE CONSTTION DUE 7O INJURY ARIEING OUT OF FATIENTS EMPLOYMENT?

ves [ ] KO
W%mem TISABILITYT

YES H’*:jj No [ 1 NOT DETERMINABLEATTHISTME [ X__1
iF YYE&", degorfbet
T2 BATIENT (A8 DISABIED (UNAGLE TO WORK) T3, T STILL DISARIED THE PATIENT SHOULD BE
ABLE TO RETURN TO WORK ON:
FROM; THROUGH;
DATE)
CONTINUE ON PAGE 2

NYS FORM NE-3 {Rev 12009
Fage 1 or3




VERIFIGATION OF TREATVENT BY ATTENDING PHYBIQIAN OR OTHER PROVIDER O HEALTH SERVICE

PAGR 2
14, WILL THE PATIENT REQUIRE REHABILITATION ANDIOR OOCUPATIONAL THERAPY AS A RESULT OF THE
INJURIES SUSTAINED IN THIS ACCICENT?
[ X wo

Yds {E YES, dossriba yout recommendalion Dalow:

5. REPOHT OF SERVICES RENDERED  ATTACH ABOTTIONAL SHEETS I NECHSSARY

DATEOF | PLAGH OF SERVICE DESCRIPTION OF TREATMENT FER SCHROULE GHARGES
SERVIGE | INCLUDING 21 QODE OR HEALYH SERVICE RENDERED TREATMEHNT 00DE
SEE ATTACHED BILL

TOTAL CHARGES TO DATER

Th JF TREATING PROVIDER 8 DIFFERENT THAN BILLING FROVIDER COMPLETE THE FOLLOWING:

TREATING PROVIDER'S eLE LGENSE DR~ BUSINESS RELATIONSHIP
NAME CERTIFICATION HO. OHEGHK APPLICABLE BOX
i EMPLOYER |- INDEPENRENY OTHER (BRROIEY)
GONTRAOTOR

T7. T THE PROVIDER OF SERVICE IS AP HOESSIDNAL BERVIOE GORPORATION OR DOING SUSINESS
UNDER AN ASSUMED NAME (DBA), LIST THE OWNER AND PROFESSIONAL LICENSING CREDENTIALS OF

ALL OVWNERS (Provide an additionat attachuent if recasEany}.

Sanjesy Agarwal, MD

10, 18 PATIENT STILL UNDER YOUR GARE FOR THIS CONDITION? ves X 1 N0 [__]
T ESTIMATED DURATION OF FUTURE TREATMENT
Unknown at this time
reolly fram your Ingurat (Authatlzdlon to

PATIENT: Your keall provider niay unree fo nccapt payment for health sendoss parforatad di
Pay Bonefits) 80 Tual you ara nol raquired to maks poymen o he healih providor al the fime of agrvice, Sudh syragment Is aplonal o)
the pail of the heallt provider asd must by slgnisd hy bath pafient and heallty provider, You may se the aplivnul auttionzalion lenguage

proyidad helow, by chaoking off tha desigmated spot In ftem 20 of this form.

24, (1t vOU HAYE QHOSEN TO AUTHORIZE THE DIREOT PAYMENT OF BENERITS BY GHEGKING THIS GPTION XOUMAY NOT,
= trty EHENEY t o d £R) JI

AUED ENTER NI AN ASSIENMEN 5 B2
AWTHORIZATION T PAY BENBF{TS!
{ AUTHORIZE PAYMENT OF HEALTH BENEFITS T0 THE UNDERSIGNEL HEALTH OARE PROVIDER OR SUPPLIER D SERVICES

{yESCRIBED BELOW, | RETAIN ALL RIGHTS, PRIVILEGES AND REMEDIES YO WHICH | AM ENTITLED UNRER ARTIOLE 51 (THE
NO-FAULT PROVISION) OF THE INSURANQE LAW.

PRINT NAME SIGNED
PATIENT FATIENT DATE

CONTINUE ON PAGE 3

NYS FORI NF-a (Rev 1/2004)
Pago 2013




VERIFICATION OF TREATMENT BY ATTENDING I;Li‘éslﬂtAN O OTHER PROVIDER OF HEALTH BERVICE
£l

BATIRNT: Your honth providar may agroo in have you asslan your gt o Na-Faull bananis from your insurer directly o your health
provider (Asslgnmant of Batolita). if you and yow henlth provider agres lo an aeslgnmant of bimeflls, you mual beift sign the
agrasment yontalnad i jE 21 or (e prescilbed NF-ADB fofm of s aqulyslonl, The tengizage gonfained in the aaslyrinant of Yanallis s
mndztory and raay nat be allersd or Avaided by any ofher lnnguage tddad to ihly sgraemeant or alhar wrliten ngrasmend,

24, {ie You HAV%QHGSEN 0 ASSIGN YOUR BENERITE TO THE HEALTH FROVIDER BY SHEQKING THIE TPTION, YOU SAY NOT
ALBD ENTER [NTO AN AUTHORIZATION T RALAE g CONTAINEDR IN ITEW 420 ABOYE !
ASHIGHMENT OF NO-FAULY BENEFITH 1

[ HERERY ASSIGN TO THE HEALTH CARE FROVIDER INDIGATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO :
PAYMENT FOR HEALTH CARE SERYICES PROVIQED BY THE ASSIGNEE TO WHICH | AM ENT)TLED UNDER ARTICLE & {THE :
NO-EAULT STATUTE) OF THE (NSURANCE LAW, THE ASSIGNEE HEREBY GERTIFIES THAT THEY HAVE NOT RECEIVED ANY
PAYMENT EROM OR ON BEHALF OF THE ABSIGHOR ANG SHALL NOT PURSUE PAYMENT DIREQTLY FROM THE ABSIGNOR
FOR SERVIOES PROVIDED BY SAID ASSIGNEE FOR BJURIES SUSTAINED DUE TO THE MUTOR VERICLE AGCIDENT,
NOTWITHSTANDING ANY OTHER AGREEMENT TQ THE GONTRARY, THIS AGREEMENT MAY BE REVOKED BY THE AsaiGHes
WHEN BENEFITS ARE NOT PAYABLE BASED UBON THE ASSIGNOR'S LACK OF COVERAGE ANDIOR VIOLATION OF 4 PolloY
CONDITION DUE TG THE ACTIONS OR GONDUCT OF THE ABSIGNOR

FRINT NAME SIGNED
PATIENT {Aasitmer) ﬁ PATIENT w2 DATE
Spine Sporls & Interventional Paln Medicine, PC 91 LY
PRINT NAME pine =p SIGNED e/ ﬁ“‘
PROVIDER OF HEALTH GARE SERVIUE (Asalgiac) PROVIDER OF HEALTH CARE SERVICE DATE

HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUBLY

BEEN EXECUTED? [ ve8 ] o
15 THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? vés [ 1 No

ANY PERBON WHO KNOWINALY AND WITH TNTENT 70 DEERAUD ANY INGURANCE COMPANY OR OTHER

PERSON FILES AN APPLIGATION FOR COMMERGIAL INSURANGE DR A STATEMENT OF GLAIM FOR ANY
COMMERGIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR
GONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION GONOERNING ANY FAQT MATERIAL THERETO,

AND ANY PERSON WHO, IN CONNEGTION WITH SUCH APPLICATION DR GLAIM, KNOWINGLY MAKES OR
KNOWINGLY ASSISTS, ABETS, SOLICITE OR QONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE

EFT, DESTRUOTON, DAMAGE OR GONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT
TEEEAGENGY, THE DEFARTMENT OF MO R-VEHISL ‘ PP ACERAHDULENT
INBURANGE ACT, WHIOH IS A QRIME, AND SBHALL ALBO BE SUBJEST TO A CIVIL PENALTY NOT TO EXCEED

FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHIGLE OR BTATED OLAIM FOR BADH

VIQLATION, i
DATE BROVIOEAS GiaNATURE 1RS/TIN IDENTIFICATION NO, WOE RATING GODE
S AL {7 NONE, SPECIALTY
. 270801316 CPMR

3 ANGUAGE TO BE FILLED iN BY INSLRER OR SELF-INSURER.
7S FORM NP-G {Rev 112004)
Ppgedol 3




Clalm #

NEW YORK MOTOR VEHICLE NOFAULT INSURANOE LAW
ASSIGNIIENT OF BENEFITS FORM

{FOR ACCIDENTS OCCURRING QN AN AFTER 2/1/02)

Spina Sports & [nterventional Pain Madiolne, PG
b ¢ {"Asslgnor) haraby assign to . y P'Assinnes™}
{Print pationt’s pama) {Print haspllef o hiealih cara provider lame)
ull tighta priviieges and remadios to payment for health sato services provided by aeslgnes o which 1 am
ntiffed ubder Artinls B4 {the No-Faull statute) of to Insuranas Law,

The Aeslgnes horshy cerlifies that they have pot ragolvod any payment from of oit belialt of the Asslynor and

shall not pursue poyment directly from the Asslgnar for servines pravided by sald Asslgnoes {or injurles austalned

due to the motor vehicle agclfdont which eeatirretl an , nol withstanding any other agreament
{Prin{ ucldenl date}

to the sonlrary,

Thia agreamant may be ravolied by the apeignae wihen haneflls rre pot payahle based upon the assignor's lack
of noverags alidlos violation of 4 paliey sondlilon dua lo the aotlons or sopduct of the resignon

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INGURANCE COMPANY OR DTHER PERSON
FILES AN APPLICATION FOR GOMMEROIAL INSURANCE OR A STATEMENT OF GLAIM FOR ANY SOMMERGCIAL OR
FERSONAL INSURANGE BENEFITS CONTAINING ANY MATERIALLY FALEE INFORMATION, OR CUNGEALS FOR THE |
PURPOSE OF MISLEADING, INFORMATION CONGERNING ANY FAGT MATERIAL THERETO, AND ANY FERSON WHOD,
M CONNECTION WITH SUCH APPLICATION OR GLAIN, KNOWINGLY MARES OR KNDWINGLY AS81STS, ABETE,
SOLIGITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THRET, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHIOLE TO A LAW ENPOROEMENT AGENGY, THE DEPARTMENT OF MOTOR
VEHIGLES OR AN INSURANCE GOMPANY, GOMMITE A FRAUDULENT INSURANGE AGT, WHIGH 15 A GRIME, AND
SHALL ALSO BE SUBJEGT TO A OWIL PENALTY NOT TO EXOEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJEGT MOTOR VEHIGLE OR STATED OLAIN FOR EACH VIOLATION,

[Print naine of Patlont) {Sftuature of Patient)

{Date of sighature)

(Address of Patlaht)

ﬁﬁjzw Wﬁﬁ

Spine Spotts & Intelventional Pal Mediclne, RO,

{Prnt pama af Providar) = Blgnatara of Provider)
186 Montagus Strest Sanjesv Agarwal, MD, Owner
(Dula of sighalir}
Broaldyn, NY 11204 -
{Addreea of Provider)
TID # 27-0301316
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Spine Sports & Interventional Pain Medicine
186 Montague Street, 3rd Fl, Brooklyn, NY 11201

ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY
PRACTICES

I acknowledge that I have received the HIPAA Notice of Privacy Practices.

Signature

Printed Name

Date

If representative’s signature appears above, please list patient name and relationship to patient:

Patient Name

Relationship to Patient




